The detection and study of alcohol misuse in general hospital environment is a neglected area (Chick, 1994) . The excessive drinkers are at high risk of health problems and many of them are hospitalized for these problems either as a primary diagnosis or as a complicating factor. This may account for about 10% to 50% of the inpatient population in the general hospitals (Moore et al., 1989) . Hospital doctors are in a unique position to recognize the problem drinkers and make the appropriate referrals. However, they often fail to do so due to several reasons (Clark, 1981; Rowland, 1987) . Thus the underlying problem drinking is not brought to the fore and the additional treatment is not deemed necessary.
The domains of alcohol related problems can be measured in a graded fashion with a method such as the Addiction Severity Index (ASI) (McLellan et al., 1980) . These measurements allow us to sec addiction in degrees of severity across all the areas relevant to successful treatment. The data so generated may be useful in service development for the problem drinkers in the general hospital settings.
In this study we attempted to determine the rate of occurrence of problem drinking among the new admissions in three different inpatient wards. The severity and need of treatment of various alcohol related problems were assessed. We also found out the status of referral by the treating doctors.
MATERIAL & METHOD
The study was conducted in the department of Psychiatry, Kasturba Medical College, Manipal, Karnataka. All the male patients above 16 years of age admitted to the wards of Medicine, General Surgery and Orthopedics for the treatment of various physical problems were screened for the study. Subjects with the history of multiple drug abuse or dependence and tiiose in critical physical state (in coma or on ventilator) were not screened.
The patients were approached within 48 hours of admission. An informed consent was taken for those who agreed to participate in the study. The patients were screened with the full version of Michigan Alcoholism Screening Test (MAST) (25 questions) wherein a score of >5 indicated problem drinking (Selzer, 1971) . Those with MAST score < 5 were further screened with Alcohol Use Disorder Identification Test (AUDIT) (Saunders et al., 1993) . A sernistructured interview schedule was used to collect information on the sociodemographic data and DSM-III-R criteria of alcohol dependence (A.PA., 1987) . Addiction Severity Index (ASI, fifth edition) (Fureman etal., 1990 ) was used to measure the various problems related to alcohol. In the ASI a brief structured interview is designed to provide information on six independent domains (Medical, Employment, Alcohol, Legal, Family and Psychiatric) ovar last thirty days. Severity in each area is defined as the need for additional treatment and is based on responses to subjective and objective questions. The severity rating is done on a 10 point (0-9) scale. The severity score of each patient could be reduced to a composite score following the mathematical formulae given in the manual. The composite score may be used for statistical calculations.
A pilot interview on ten alcoholics preceded the actual study. This was done in order to gain familiarity with the instructions for the interview and the scoring methods. However, no translated version was available and the interview was conducted from the original English version with the help of an interviewer. A feedback of this experience was submitted to Dr. Thomas McLellan (principal author of ASI) and a letter of approval to the method adopted was obtained.
Authors recognition of the problem drinkers was independent of the assessment made by the treating doctors. The referrals to the department of psychiatry for the treatment of alcoholism were separately noted.
RESULTS
363 new admissions in the wards of Medicine, General Surgery and Orthopedics were approached. Five of them were too ill for an interview and nine patients refused to participate in the study. MAST was administered to the remaining 349 subjects. Problem drinking was detected in 51 (14.6%) patients. DSM-III-R criteria of alcohol dependence were met by 36 (10.3%) patients. 13 of 289 screen negative patients (276 were teetotallers) were again screened with AUDIT. None was further identified as problem drinker (AUDIT score >8).
The mean age of the problem drinkers was around 45 years (45.7+13.2) and 90% of them were literate. More than 75% of them belonged to semiskilled or unskilled profession. '85% of the subjects were Hindus and the rest were Christians. Most of them (85%) were married. Table 1 shows the screening analysis and the referral status of the inpatients of the three different wards. The distribution of the patients (N=51) on the severity scale and the mean and S.D. of the composite scores in the six problem areas in ASI are shown in Table 2 . Patients with or without alcohol dependence were compared on ASI composite scores. Nonparametric Mann Whitney 'U' test was used. Significantly higher scores were observed only in the areas of alcohol use (p=0.0002) and family (p=0.0089) among those with alcohol dependence. Similar comparison between the patients referred and those not referred for psychiatric intervention revealed significantly higher scores in the areas of alcohol use (p=0.213) and psychiatric problems (p=0.0025) among those referred for psychiatric treatment.
DISCUSSION
Two screening instruments (MAST and AU-DIT) were used in this study to detect problem drinking among the inpatients. These instruments demonstrated high degree of sensitivity and specificity in previous studies viz. 90% & 80% respectively of MAST (Schuckit & Irwin. 1988 ) and 92% & 94% respectively of AUDIT (Saunders et al., 1993) . Use of two instruments, however, increases the sensitivity of the screening procedure and decreases the number of false negative cases (Moore et al., 1989) . This rationale was also followed in the present study.
The overall rate of problem drinking in our study sample was 14.6%. 10.3%of the problem drinkers also met the DSM-IIIR criteria of alcohol dependence (Tabic 1). Considerable variability in the prevalence of problem drinking is seen across the studies (19.5%, Jarman & Kcilet, 1979 ; 58%,. Masur et al., 1980; 12% Taylor et al., 1986 ; 37.5%, Rodriguez & Cami. 1988 ; 25% Saroja Ki & Kyaw, 1993) in the general hospitals. Some of these are coVnparable to our data while others are obviously higher.
We found a lower rate (8.9%) of alcoholism in the wards of Orthopedics than in those of Medicine (15.4%) and General Surgery (16%). This trend was also evident in the rates of alcohol dependence (Table  1) . The rates of prevalence in the previous reports are 18% to 25% (Coleman. 1993) in the medical wards, 7.2%, (Taylor et al.. 1986 ) to 21% (Moore et al., 1989) in the wards of General Surgery and 20% (Rowland ct al.. 1987) to 34% (Chick et al.. 1991) in the wards of Orthopedics. Evidently, most of these reports are higher than our findings.
Several factors may account for the variability across the studies in the reported rates of occurrence of problem drinking in general hospitalsi) Location of the hospital: Higher rates were found in the urban than in the rural hospitals (Moreira et al., 1986) and in those serving 'skid-row areas' (Jarman & Kellet, 1979) .
ii) Type of the wards surveyed : Rates were higher in the casualty or trauma wards than in the chronic wards (Taylor et al., 1986) . iii) Size of the sample surveyed. iv) Method of screening procedure used e.g. employing screening instruments (Moore et al., 1989) or measuring biochemical indices (Papozet al.. 1986) or computing amount of alcohol consumption (Masur et al., 1980) or analyzing blood alcohol levels (Holt et al., 1980) . The sensitivity and specificity of each of these methods could influence the rates reported (May, 1993).
In our study 41.6% (10 out of 24) of the problem drinkers in the medical wards were referred by the treating physicians for psychiatric intervention. Similarly, the referral rate was 13.6% (3 out 22) and none from the wards of General Surgery and Orthopedics respectively (Table 1) . Low detection and referral rate of alcoholics by the treating doctors are well reported (Rodriguez & Cami, 1988; Moore et al., 1989; Chick, 1994; Mclnnes & Powel, 1994) in the literature.
ASI is an instrument to measure various alcohol related problems. It has been shown to be reliable and valid among substance abusers applying for treatment (Fureman et al., 1990) . Presence of moderate to severe degree of problems in any of the six areas in ASI indicates need of additional treatment. Thus, majority of our alcoholics were in need of treatment in medical (94%) and alcohol use (92%) areas. More than one third of the subjects had problems related to family (37%) and employment (35%) that necessitated additional help. Psychiatric problems were present in 13.7% and legal problems in 1.9%, of the patients only. Moreover, higher mean composite scores were observed in medical, alcohol and legal areas (Table 2 ). It is clear that sizeable number of these subjects had problems in multiple areas in ASI. These problems had coexisted with the physical problems that led to the hospitalization. The treating doctors, by and large, failed to recognize these problems and make appropriate referrals.
Patients with alcohol dependence did not differ significantly from those without, on the composite scores in four areas in ASI. This was also seen between the patients referred and those not referred for psychiatric treatment. The absence of significance may be a function of the sample size. However, this could also mean that alcohol related problems may exist irrespective of the diagnosis of a dependence syndrome. This is, anyway, a well known observation (WHO expert committee on drug dependence, 1993). In the same vein, it could be said that the patients not referred for psychiatric treatment were not necessarily free from alcohol related problems.
The poor detection and referral of the alcohol misusers has been attributed to the following reasons on the part of the treating doctors : i) inadequate training and attitudinal barriers (Clark, 1981) , ii) perceived lack of time for alcohol screening (Rowland etal., 1987) , iii) resistence to discuss issues other than related to the presenting complaints (Farrell et al., 1996) , iv) lack of employment of screening devices (Dulit & Strain, 1986) . However, enhancing the capacity of the medical professionals in the general hospital setting to detect and deal with alcohol related problems or to make appropriate referrals is an element of service development (WHO expert committee on drug dependence, 1993). This study, however, had two limitations. Firstly, although all the new admissions within the specific period of the study were screened, few were missed due to certain practical difficulties. Thus the sample was not strictly consecutive and the rate of occurrence would reflect only an approximate point prevalence of problem drinkers in our sample. Secondly, ASI was not adapted to the local language and the interviewer did not have any formal training in the ASI interview. However, the experience of the pilot assessment was communicated to the principal author of ASI and a letter of approval to method adopted was obtained.
We conclude that the problem drinkers with or without alcohol dependence in the general hospital setting arc equally in need of intervention from mental health professionals. More importantly, the individuals with less severe problems should be the focus of preventive strategies. One of the ways of implementing it is to increase the awareness of problem use of alcohol among the medical professionals in the general hospitals.
